Most dissecting aneurysms of the aorta are spontaneous, and have as their underlying pathology a degeneration of the media. Strain, physical and mental, has been suggested as a factor which precipitates their onset, but external trauma is usually exonerated. Shennan (1934) traced only six cases due to trauma, and he formed the opinion that there was rarely a clear relationship between these aneurysms and external trauma. When Mote and Carr (1942) Case 2.-A man, 60, was a passenger in a motor car which ran into the back of a stationary vehicle and was itself run into by a car from behind. The passengers were shaken considerably and the precise course of events was obscured by the confusion that followed. Within half an hour of the accident, however, the man complained of pains in his back as a result of the collision. It was over two hours before he arrived home, and he then found himself unable to lie in bed because of the pains in his chest. As a consequence he spent the night in a chair before the fire. He was seen by the doctor the next morning and he stayed in the chair for a further 24 hours. when he was carried upstairs to bed. The following day he became very ill and he died in an ambulance while on his way to hospital 61 hours after the accident.
logy a degeneration of the media. Strain, physical and mental, has been suggested as a factor which precipitates their onset, but external trauma is usually exonerated. Shennan (1934) traced only six cases due to trauma, and he formed the opinion that there was rarely a clear relationship between these aneurysms and external trauma. When Mote and Carr (1942) reviewed 60 cases of dissecting aneurysm investigated in the San Francisco Coroner's Office, they concluded that external trauma was not a precipitating factor. Subsequent reviews, such as those of Gore (1952) , Gore and Seiwert (1952) , and Graham and Milne (1952) , omit any mention of this factor.
This belief that dissecting aneurysms arise independently of external violence is wrong. Some dissecting aneurysms are precipitated bv trauma and they have features which appear to differentiate them from the spontaneous kind. An awareness of these features will show that these aneurysms are not as rare as was previously supposed.
The following three cases occurred in Leeds during the last two and a half years. Case 2.-A man, 60, was a passenger in a motor car which ran into the back of a stationary vehicle and was itself run into by a car from behind. The passengers were shaken considerably and the precise course of events was obscured by the confusion that followed. Within half an hour of the accident, however, the man complained of pains in his back as a result of the collision. It was over two hours before he arrived home, and he then found himself unable to lie in bed because of the pains in his chest. As a consequence he spent the night in a chair before the fire. He was seen by the doctor the next morning and he stayed in the chair for a further 24 hours. when he was carried upstairs to bed. The following day he became very ill and he died in an ambulance while on his way to hospital 61 hours after the accident.
At necropsy, 3 pints of blood were found in the left pleural cavity. There was a horizontal tear. 2 cm. long, of the intima of the left wall of the aorta at the junction of the arch and the descending portion. Dissection had extended upwards over the arch and downwards as far as the origin of the left renal arter\. Death occurred when the aneurysm burst into the left side of the chest. The aorta was moderately atheromatous. The heart weighed over 500 g. due to hypertrophy of the left ventricle, the wall of which was 20 mm. thick. There is no doubt that these three dissecting aneurysms were precipitated by external violence. In the first two cases the relationship of the trauma to the aneurysm is confirmed by the onset of pain in the chest immediately after the injury. Pain radiating from the mid-thorax is a common clinical feature of dissecting aneurysm; it may be severe, as in the first case, or mild, as in the second. In the third case it is impossible accurately to determine the onset of the aneurysm, but the necropsy findings, together with the evidence given in the coroner's court, leave no doubt that it was the result and not the cause of the accident.
Traumatic dissecting aneurysms follow tearing of the inner layers of the aortic wall, a change which can be regarded as an incomplete aortic rupture.
In spite of the apparently protected position of the thoracic aorta, rupture of its wall by trauma is not as rare as we are led to believe. Copeland (1914) , Wilson and Roome (1933) , Collins and D'Alessio (1938) , Kleinsasser (1943), and McDonald and Campbell (1945) remark on the rarity of traumatic aortic rupture. In the necropsy practice of the Department of Forensic Medicine, University of Leeds, however, rupture of the aorta is often found. Of 85 persons who died by trauma during the five-year period of 1951-56, the aorta was ruptured in no less than 24 (27.2%). The rupture was situated in 19 (79%) at the junction of the arch and the descending part, which thus shows that this segment is the most vulnerable part of the artery.
Small intimal tears, T--in. in length, which could have been starting points of dissecting aneurysms, were also seen. In each of two persons, one a man of 40 years (P.M. 2634) buried by a fall of earth and the other a man of 23 years (P.M. 4521) who was a passenger in a car which struck a lamp standard, the aorta was torn across at the junction of the arch and the descending part and small circumferential tears of the intima were found in the adjacent distal segment. Another man had fallen down a lift shaft, and, although t-here was no rupture of the aorta, several dozen circumferential tears, up to -in. in length, were found in the intima (P.M. 3445). Tears of this nature may heal; intimal scars believed to be healed tears have been described by Lundberg (1930) and by Peery (1942) .
The commonest injury of the aorta, then, is a complete tear of its wall over an arc or the whole circumference, resulting in death from haemothorax. In some cases, however, the intima alone is torn; this may heal or may become the starting point of a dissecting aneurysm. Death may occur, as in the third case, before dissection is appreciable or, as in the first two cases, the person may live long enough for dissection to be extensive. In common with spontaneous dissecting aneurysms it is presumably possible for traumatic aneurysms to heal. Samson (1931) described two cases of dissecting aneurysm which he ascribed respectively to trauma five years and 11 years previously.
The site of the intimal tear is important. The commonest site of aortic rupture is at the junction of the arch and the descending part. In each of the present dissecting aneurysms the intimal tear was also in this region. This indicated a traumatic origin of these aneurysms, for, contrary to general belief, the intimal tears associated with spontaneous dissecting aneurysms are infrequent at this junction. A survey of the departmental records covering the five-year period 1951-56 showed that there were 47 spontaneous dissecting aneurysms. Intimal tears in 29 (62%) 'of these cases were in the ascending aorta and in 13 (28%) they were in the arch. In only two cases was the tear at or near the junction of the arch and the descending aorta, and these cases had special features. In one (P.M. 3840) the dissection was slight and related to the immediate vicinity of an irregular tear in the wall of an atheromatous aorta which was extensively calcified and " ulcerated." The other case (P.M. 4112) was one of a "double aorta" where dissection had extended into the abdominal portion as far as its bifurcation.
The susceptibility of this part of the aorta to trauma depends on the anatomy of the region. The segment of the artery most commonly ruptured lies between the attachment of the ligamentum arteriosum and the origin of the first aortic intercostal arteries. The part of the artery below this segment is anchored to the spine by the pleura and the intercostal arteries. The part above it is firmly held between the great vessels of the neck and the structures within the arch, and moves with these structures whenever the mediastinum is displaced. In so doing a strain is imposed on the segment of the aorta which lies between the ligamentum and the first aortic intercostal arteries. Whenever the intimal tear of a dissecting aneurysm of the aorta is found at about the junction of the arch and the descending aorta, trauma is the probable cause.
Summary
Three cases of traumatic dissecting aneurysm are reported. Features are described by which dissecting aneurysms of traumatic origin may be distinguished from those arising spontaneously.
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